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Postoperative bile leakage has been reported to occur in 0.2% 
to 1.5% of patients undergoing laparoscopic cholecystectomy. 1 
One of the not-so-common causes is the unrecognized acces-
sory cystic duct of Luschka. 2 We have prepared a case report of 
bile leakage due to unrecognized accessory bile duct during a 
laparoscopic cholecystectomy and a recommended technique 
for recognition and prevention. 
Case Report 
On April 12, 1993, a 52-year-old man with symptomatic 
cholelithiasis underwent surgery by using the laparoscopic 
approach. The gallbladder was dissected off the liver bed in the 
routine manner using the hook electrocoagulator after the cystic 
duct was ligated and divided. The cystic duct was small so a 
cholangiogram was not obtained. It was divided after Endoclips 
were applied, leaving a very adequate stump between 2 sets of 
clips. Postoperatively the patient manifested evidence of bile 
leakage by having recurrent and excessive abdominal pain and 
toward the fifth postoperative day developed a minimal amount 
of jaundice. The CT scan showed only a minimal amount of 
bilateral pleural effusion and a tiny amount of fluid on the liver 
edge. Subhepatic collection could not be recognized on the CT; 
the HIDA scan showed evidence of bile leakage. Clinically the 
patient did not show any signs of sepsis. The ESR was 46 and the 
WBC ranged between 10,800 and 15,600/c mm during the entire 
postoperative course. Total bilirubin was 3.5 mg/dl and direct 
component was 2.1 mg/dl. ERCP was not performed because the 
equipment was not available. The patient underwent laparotomy 
and operative cholangiogram through the cannulated accessory 
bile duct of Luschka which revealed a 1 mm-wide bile duct, 2 
mm to 3 mm long, draining a small portion of the right lobe of 
the liver. The cystic duct stump was easily identifiable at 
laparotomy and was found to be securely closed by the Endoclips. 
Definitive treatment consisted ofligation of the duct ofLuschka, 
peritoneal lavage and drainage. Following this, the patient 
recovered without any further problems. 
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Discussion 
During laparoscopic cholecystectomy, although the anatomy 
can be well visualized, the technique of using an electrocoagulator 
exclusively to dissect the gallbladder off the liver bed prevents 
identification of the accessory cystic duct because the duct 
probably is sealed while being transected, and therefore no 
suggestion of bile leakage is evident. In this case, at laparotomy, 
the accessory duct of Luschka was determined to be quite short, 
less than 5 mm in length, and only about 1 mm in diameter. This 
suggests that dissection of the infundibulum portion of the 
gallbladder from the liver bed should probably be performed 
with sharp and blunt dissection using the Endoshears and/or 
Maryland dissectors. Any tube-like structures should be par-
tially incised sharply with Endoshears to detect whether or not 
it is an accessory bile duct. If blood vessels are encountered, they 
can be treated with electrocoagulation. Using this technique 
may have more problems with hemostasis, however, it would 
certainly prevent bile leakage from an unrecognized accessory 
cystic duct. Routine drainage following laparoscopic 
cholecystectomy has not been performed, nor is it recommended 
by others. It has been estimated that accessory bile duct of 
Luschka occurs in 5% to 30% of individuals.3 This is quite 
inconsistent with the number of bile leaks, and certainly other 
surgeons have not routinely identified this anomaly. Routine 
operative cholangiogram through the cystic duct would prob-
ably not show most of these accessory ducts.4 Endoscopically 
placed common bile duct stents would probably not be sufficient 
to close such a bile duct leak. CT -guided drainage is probably 
effective if a clear-cut collection can be demonstrated.5 Biliary 
peritonitis will require laparotomy ligation of the leaking bile 
duct and peritoneal lavage6 as was done in this case. One 
distinguishing feature of bile leakage from the accessory duct of 
Luschka is that hepatic bile is probably sterile; although biliary 
peritonitis occurs, it does not cause sepsis. 
Conclusion 
Bile leakage may occur in laparoscopic cholecystectomy from 
the unrecognized divided accessory cystic duct of Luschka. In 
such cases, the patient may not demonstrate sepsis, although an 
unusual amount of abdominal pain, leukocytosis and low-grade 
jaundice might be exhibited. Identification ofbile leakage is best 
demonstrated with an HIDA scan,5 though CT scan may be 
helpful, and if collection occurs, CT -guided drainage may be 
-
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sufficient to correct the problem. Laparotomy and ligation of 
this divided accessory cystic duct and peritoneal lavage are 
indicated when no localized collection is demonstrated. Small 
bilateral pleural effusions are telltale signs and can be easily 
demonstrated with chest x-ray. In cases of unusual abdominal 
pain following laparoscopic cholecystectomy, a chest x-ray is 
helpful for further studies. Early treatment will shorten duration 
of morbidity. A suggestion to improve the surgical technique 
dealing with this problem is presented. 
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Fig 1.-Postop HIDA scan demonstrating abnormal collec-
tion of bile at the former site of the gallbladder. 
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20MINUTES 
• Blood pressure drops to 
normal 
• Pulse rate drops to normal 
• Body temperature of hands 
and feet increases to normal 
I HOURS 
• Carbon monoxide level in 
blood drops to normal 
• Oxygen level in blood 
increases to normal 
24 HOURS 
• Chance of heart attack 
decreases 
41 HOURS 
• Nerve endings start 
regrowing 
• Ability to smell and taste 
is enhanced 
2 WEEKS to 3 MONTHS 
• Circulation improves 
• Walking becomes easier 
• Lung function increases 
up to 30 percent 







• Cilia regrow in 
lungs, increasing abil-
ity to handle mucus, clean 
the lungs, reduce infection 
• Body's overall energy 
increases 
lYEII 
• Excess risk of coronary heart 
disease is half that of a 
smoker 
5YURS 
• Lung cancer death rate for 
average former smoker (one 
pack a day) decreases by 
almost half 
• Stroke risk is reduced to that 
of a nonsmoker 5-15 years 
after quitting 
• Risk of cancer of the mouth, 
throat and esophagus is half 
that of a smoker's 
10 YEARS 
• Lung cancer death rate simi-
lar to that of nonsmokers 
• Precancerous cells are 
replaced 
• Risk of cancer of the mouth, 
throat, esophagus, bladder, 









Source: American Cancer Society; 
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